Purpose: Arthroplasty is considered to be a successful and cost-effective intervention for individuals with severe end stage knee osteoarthritis (OA), however not all patients are satisfied with surgery. Whilst a number of predictors for patient reported outcomes (PROMS) following arthroplasty have been established, including age, BMI, anxiety, depression, number of troublesome joints and musculoskeletal comorbidities, there are still other predictive factors to be identified. Despite the growing body of evidence for functional links between the foot, ankle and knee, there is little known about the role of the foot and ankle on clinical knee outcomes such as pain and function following knee arthroplasty. The aim of this study was to determine the influence of clinical foot and ankle assessments in the prediction of knee arthroplasty PROMS. Methods: The Clinical Outcomes in Arthroplasty Study (COASt) is a prospective, dual-centre longitudinal cohort study of patients listed for hip and knee arthroplasties across two UK hospital sites (Southampton University Hospital NHS Foundation Trust and the Oxford University Hospital NHS Trust). A sub-cohort of 114 participants awaiting knee arthroplasty, with baseline foot and ankle data were prospectively followed up. The primary outcome was one year Oxford Knee Score (OKS) using an established patient acceptable symptom state (PASS) of 30 points, anchored on satisfaction. Potential predictor variables were disabling foot pain (Manchester Foot Pain and Disability Index) and ankle dorsiflexion. Covariates included age, gender, BMI, pre-operative index knee pain and function and depression (Hospital Anxiety & Depression Score). Regression modelling was used to identify predictors of outcome. Results: Univariable analysis showed that participants with pre-operative disabling foot pain had reduced odds and participants with higher pre-operative OKS score had significantly increased odds of achieving an acceptable outcome. In multivariable logistic regression the odds of achieving an acceptable PASS score were significantly reduced if preoperative disabling foot pain was present. No other variables significantly predicted outcome (table 1) . Conclusions: Patients with pre-operative foot pain are more likely to have poorer clinically important knee outcomes one year following arthroplasty. Ankle dorsiflexion did not predict post-operative outcomes in this subset. Findings suggest that at present the intention to treat knee OA with arthroplasty is made irrespective of foot pain. If the objective of treating with arthroplasty is to achieve a good a clinical outcome -based on pain reduction, function and satisfaction-then consideration should be given to reducing pre-operative foot pain. Purpose: The Arthritis Foundation initiated this demonstration project with the long-term goal of implementing an innovative big data approach to recruitment for osteoarthritis (OA) clinical trials. A major challenge in OA clinical trials is correctly classifying the OA phenotype for each patient. This abstract describes the first step in this project: to identify and validate a large cohort of OA patients. The data were obtained from the national clinical repository from the Veterans Health Administration (VHA). The VHA is an integrated health care system, consisting of roughly 150 hospitals, 800 community-based outpatient clinics, and 50,000 providers. A single electronic health record system is used to capture a diverse collection of clinical data, including demographics, diagnostic codes, outpatient visits, hospital admissions, physician orders, vital signs, laboratory testing, pharmacy data, health screening, progress notes, and radiology reports. Methods: The data for our cohort were obtained from the VA Informatics and Computing Infrastructure (VINCI), which maintains the national VA clinical repository, and makes these data available to scientists within the VHA system. Institutional Review Board (IRB) approval was obtained through the University of Maryland School of Medicine and the Baltimore VA Medical Center. Funding and scientific resources were provided by the Arthritis Foundation (USA) with additional resources provided by the VHA. Our inclusion criteria were based on clinical diagnostic guidelines from the American College of Rheumatology (ACR), but were simplified to allow us to complete the task with the data resources available. We Purpose: Previous studies have shown an association between diabetes and hand osteoarthritis (OA). However, these studies have not discriminated between type 1 and type 2 diabetes. This makes it challenging to isolate the independent effect of hyperglycaemia per se on the development of hand OA. Type 1 diabetes is a purer model disease of hyperglycaemia than type 2 diabetes. Our aim was therefore to explore whether having long term type 1 diabetes is associated with a higher prevalence of radiographic hand OA, erosive hand OA and increased hand pain, -dysfunction and -stiffness. Methods: In total 95 persons with long term type 1 diabetes were recruited from the Dialong study in 2014 (mean (SD) disease duration 51 (4.8) years, mean (SD) age 60 (3.7) years and n¼46 (48%) women). Close relatives and friends with similar age and sex distribution (mean (SD) age 62 (8.2), n¼35 (58.3%) women) were recruited as healthy controls (n¼60). Participants with known inflammatory rheumatic disease as well as potential controls with known diabetes or a HbA1c > 6.5% were excluded. Participants attended the Oslo University Hospital for fasting blood tests and conventional radiographs of the hands. The bilateral first carpometacarpal, scaphotrapezotrapezoidal, 1ste5th metacarpophalangeal joints, thumb interphalangeal, 2nde5th proximal interphalangeal joints and 2nde5th distal interphalangeal joints were scored for radiographic OA according to a modified Kellgren-Lawrence scale and for central erosions according to the OARSI atlas by one experience reader (IKH). Hand OA was defined as involvement of 1 hand joint with Kellgren-Lawrence grade (KLG) 2), whereas central erosion in the same joint was required for erosive OA. Self-reported hand pain (0e20 scale), physical function (0e36 Scale) and stiffness (0e4 scale) were assessed using the AUSCAN index. We performed regression analyses of diabetes (yes/no) and HbA1c as continuous independent variables and the presence of radiographic OA and erosive OA (logistic regression), hand pain and dysfunction (linear regression) as well as stiffness (ordinal regression) as dependent variables. Analyses were adjusted for age, sex, educational level and waist circumference. Results: Mean (SD) HbA1c level was 7.4 (0.8) % in persons with diabetes and 5.4 (0.3) % in persons without. Radiographic hand OA was found in n¼68 (72%) of persons with diabetes and n¼47 (78%) of persons without, whereas erosive hand OA was less common (n¼14 (15%) and n¼6 (10%), respectively). Having diabetes or having higher HbA1c-level were not associated with present radiographic hand OA or present erosive hand OA in adjusted analyses (Table) . However, having diabetes and a higher HbA1c level were strongly associated with more AUSCAN hand pain, hand dysfunction and hand stiffness (difference above the Minimal Clinically Important Improvement of 1.49 for AUSCAN pain and 1.25 for AUSCAN physical function (Table) ). Statistically significant interactions between the presence of diabetes/higher HbA1c levels and age as well as sex were found for AUSCAN. In stratified analyses, stronger associations were observed between diabetes status/HbA1c levels and hand pain, physical function and hand stiffness in women and in younger persons whereas weaker associations were observed in men and elderly (data not shown). Conclusions: Long-term type 1 diabetes duration is associated with increased hand pain, reduced physical function and hand stiffness, but not with the presence of radiographic or erosive hand OA. Potential explanatory mechanisms for the association between type 1 diabetes and hand pain, -function and -stiffness should be further explored.
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